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INTRODUCTION
The population is ageing all over the world. Fast-paced ageing has also an impact on services for the elderly. Living at home is supported, the goal being that 90% of people over the age of 75 years could live in a regular home. It is believed that a motivated elderly person will be able to survive with the help of developed technology and modern living conditions at home.
In Brazil, the demographic structure changed in 1970-2000; the share of aging population increased from 55.9% to 80%. Brazil is the world's fifth most populous country. Brazil has been developing since 1988 a dynamic and complex healthcare system, which consists of citizen's right and the obligations of states. Most of the elderly in Brazil live at home. In order to provide health services, it is good for people to have insurance in order to better secure the quality of care. There are no public home health care or technology solutions in Brazil yet. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, p. 1) Technology and services are being developed extensively. The development of welfare technology aims at the prevention of physical, mental and social impairment as well as compensation for functional disadvantages, making the social and health care services more effective. The younger an elderly person is, the more likely she or he will believe that technology is useful. Yet still many elderlies also experience disfunction and lack of motivation for use of technology. Many elderlies need more guidance and alternatives to technological services as they face challenges with learning, physical functions, especially vision, as well mobility of the joints and weakening of muscular strength. All these factors affect the use of technical equipment.
At this stage, there is only a small amount of compiled information and studies available about the elderly and their use of technology. The European union has actively supported research on elderly, technology and product development, through research networks and research programs. (Heikkinen, Jyrkämä & Rantanen, 2013, p. 532) 2 HUMAN AGEING Human ageing is a whole life process at different levels. Some changes are more visible than others and there is considerable individual variability. No two people age alike. Age-related changes are also felt at functional and physiological levels. It is a part of normal ageing that the ability to perform physical tasks declines with age. Also, as part of normal ageing are loss of muscle and bone mass and weight loss in general. Some physiological and functional hallmarks of ageing include a lower metabolic rate, height loss, longer reaction times and decreased sexual activity. As to women, menopause or inability to reproduce is an inevitable consequence of old age. Deterioration of activity can be seen with functional declines in kidney, pulmonary and immune functions. The main concern for older adults is mental health since memory and cognitive impairment are part of human ageing. (Pedro de Magalhães, 2012, p. 2) Diseases of the heart are the major cause of death for people over 85. It is almost 40% of all deaths. Another high-risk disease is cancer, in addition to cerebrovascular diseases, neurodegenerative diseases like Alzheimer's and Parkinson's disease, infectious diseases and diabetes. Women live longer than men. Women have lower mortality rates for high-risk causes of death, also heart diseases and cancer. (Pedro de Magalhães, 2012, p. 1) There are many different theories about ageing. First of all, there is an evolutionary theory of ageing and two main models exist for explaining the evolution of ageing. According to the first model harmful late-acting mutations accumulate because they are beneficial at earlier ages. These two models compose the classical evolutionary theory of ageing. The evolutionary theory of ageing is one of the theoretical landmarks of biogerontology. (Pedro de Magalhães, 2012, p. 4) The life history theory and the evolutionary theory of ageing are part of a larger theoretical framework, known as life history theory. Human progeroid syndromes are one of the most interesting findings in the biology of ageing. They are a group of rare genetic disorders and they mimic physiological ageing. Genetic manipulations have shown that ageing could be regulated by single genes. (Pedro de Magalhães, 2012, p. 4) Multiple changes have also been observed with age on cells and molecules, including on the DNA. The rate of living theory showed that long-lived animals are usually bigger and have lower metabolic rates than smaller shorter-lived ones. Damage-based theories of ageing include the notion that continuous damage accumulates throughout life and causes ageing. These theories are called mechanistic theories of ageing. (Pedro de Magalhães, 2012, p. 16) Focus of programmed theories of ageing present the idea that ageing is not just a result of random or stochastic processes but more likely it is driven by genetically regulated processes or predetermined mechanisms, and it can be influenced to some degree by environmental factors and ultimately cause damage. (Pedro de Magalhães, 2012, p. 16) As the number of elderly people grows, the demographic structure changes and as a result, the need for care for the elderly is increasing. The amount of growth of the human population is described as a silent revolution. Living at home if possible is assumed to be the best option for the elderly. Living at home must be supported so that elderly can live and get healthcare services and medical care in their own home. People strive for health and good functioning, but if they get sick or have disability, they require good and skilled nursing. People with dementia should also receive good and respectful care. Today, the goal of human rights is for everyone to make independent decisions. At the same time, freedom and independence can be felt both negative and positive. Research emphasizes good care for the elderly. The Swedish perspective is to offer the elderly care and services at home instead of them having to live in nursing homes. (Harrefors, Sävenstedt & Axelsson, 2009, p. 1-2) 
Global ageing
Ageing is a global issue. In 2010, 524 million people were 65 years or older. It is about 8% of the global population. In 2050, the corresponding figures are estimated at 1,5 billion and it will be 16% of the global population. The ageing profile is best seen the most developed countries in which birth rates have declined over the decades. However, more developing countries will quickly reach developed countries in ageing. For example, the same demographic ageing that has taken more than a century in France will occur in just two decades in Brazil. In the less developed countries, there is a rush to develop a new policy and financial security for older people, which covers social and health services for all needs. In other words, there is a concern that developing countries will grow older before they get richer. (World health organization, 2011, p. 4-5) In modern times, people live longer. Life expectancy has picked up especially in the 2000s. Ageing and prolonged lifespan will affect social and health care expenditures all over the world. (World health organization, 2011, p. 1; Findikaattori, 2018) For example, social and health services in Finland are undergoing change. Finland has had a two-year social and health ministry's top project for 2016-2018. The purpose of this project was to develop home care for the elderly and strengthen home care for all ages. The goal of this project was also to break into an aging society. The target was to improve and harmonize customer and service management, support for the elderly and the content of services, more specific the rehabilitation in home care and service structures and the connection between family and caregiver. Digitalization of public services was a cross-cutting theme in this top project. (Sosiaali-ja terveysministeriö, 2016) Life expectancy for people born after the 1950s is about 20-30 years longer than for their own parents and grandparents. Health has also improved. However, chronic diseases such as diabetes and heart failure among the elderly have increased. Many elderly people need help with their daily activities. An increasing number of older people suffer from financial constraints and high medical costs, which can weaken the treatment of illnesses properly. (Gusmano & Okma, 2018, p. 1) 
Changes in ageing
With ageing, there are many changes in the human body. Changes in ageing due to anatomical and physiological functions are changes in the respiratory, circulatory and musculoskeletal system. In addition, motoric functions and balance changes affect the person's physical ability. With ageing, dryness occurs in the body and the most important factor in the tissue is the decrease in collagen production. The decrease in collagen highlights the importance of the ageing process in the transformation of the many functional systems. The musculoskeletal condition is getting weaker when it grows older. It is therefore important to practice muscular and muscular resistance exercises more than in the past 65 years. (Kelo, Launiemi, Takaluoma & Tiittanen, 2015, p. 12-13) The ageing of the population is constantly on the rise, with the social consequences of concern. Preventing and relocating ageing-related illnesses beyond the age of aging poses a big question. Early life expectancy and premature mortality could be sought to prevent early diagnosis of most long-term diagnoses which are related to ageing. Such diseases include, for example, cardiovascular diseases, osteoarthritis, osteoporosis, dementia, cancer diseases and sensory impairment. In the absence of an early stage, the conditions for good living would also be better and suffer less. Myocardial infarctions and strokes are major causes of death among old people. Preventing cardiovascular risk factors and avoiding them as late as possible gives good conditions for longevity. (Punnonen, 2012, p. 38-39) In the light of research, it is considered possible that by seeking healthy ways of life it is possible to slow down the ageing process. When ageing, it is important to have enough antioxidants in the diet. However, in the light of modern biology, ageing cannot be totally blocked. (Heikkinen, Jyrkämä, Rantanen, 2013, p. 490 ) A life-style illness can occur early in childhood, sometimes even during a fetal period. Older inherited genes can either protect or expose people to various diseases, including diabetes, cardiovascular diseases and osteoporosis. However, genes may be affected even if the genes are less favorable. A healthy lifestyle benefits everyone. People's everyday choices in their own lives affect whether the waist begins to grow, the bones become brittle or the arteries narrow down. A healthy lifestyle can lead to lessening of diseases. (Voutilainen, Fogelmholm & Mutanen, 2015, p. 169-170) Thus, a healthy lifestyle has an impact on various illnesses and mortality. Along with human life there are plenty of harmful substances and effects in the body, so a healthy lifestyle should be adopted early, but it does not exclude the fact that a change in lifestyle that has begun at older age would also have an adverse effect on body fatigue and reduced morbidity and mortality. One of the key goals of the Finnish public healthcare system is to promote healthy lifestyle and to prevent obesity. Prevention of obesity and weight loss are much talked about in the media and the risk of obesity in the emergence of various diseases is brought up. (Punnonen, 2012, p. 97) A significant change in human biology is the prolongation of the average and maximum life expectancy. In 1970, the men's average life expectancy at birth was 65.9. In 1996 it was 73.0 and in 2006 75.8 years. The corresponding figures for women are 73.6, 82.8 and 82.8 years. Japanese men and women have been found to have the highest average life expectancies. The lower ones, respectively, can be found in African countries. (Heikkinen et al. 2013, p. 28-30) Ageing and related changes occur at the level of individual human cells. Changes related to ageing are seen in cellular molecules, cells and tissues. In the cells, the chemical reactions will slow down and cell divisions will become less common. Cell-level changes are random, but the maximum life expectancy of an individual is regulated. Humans, just like large mammals, have long lifespan. Genetically, the maximum age of human is 120 years. Ageing affects many functions, such as body structure and composition, skeletal condition, muscular strength, endurance, speed, posture control and observational motor skills, hearing, vision, cognitive functions, memory and learning and wisdom. (Heikkinen et al., 2013, p. 396-397) During the last 20 years, however, these functions and capabilities have improved among Finns who are reaching the early retirement age. Even elderly people have experienced a steady improvement in their health status, and at least the working capacity of under 80-year-olds has also been objectively improved. The capacity for people more than 65 years of age is likely to continue to improve. (Tilvis, Pitkälä, Strandberg, Sulkava & Viitanen, 2010, p. 17-18) Age is accompanied by the loss of muscle strength. It is a key risk factor for operational deficiencies. The amount of muscle tissue decreases as it grows older and is replaced at least partly by adipose tissue. This phenomenon is called sarcopenia. Also, the size of fast muscle cells decreases as it grows older. Other mechanisms such as decreased levels of hormones, insulin resistance associated with increased amount of fat, reduced physical activity and decreased protein intake due to anorexia are also underlying sarcopenia. (Heikkinen et al., 2013) Also, muscle stem cells, or satellite cells that break down muscle damage, forming new muscle fibers, are reduced quantitatively by ageing and the regenerative capacity of the remaining cells is weakened. (Tilvis et al. 2010, p. 24-25) Muscle-impairing diseases include chronic obstructive pulmonary disease, diabetes, coronary heart disease, osteoarthritis, rheumatism and stroke. Muscle strength may fall to a level whereby daily routine work becomes more difficult. Based on the current knowledge, more attention has been paid to the maintenance of older muscle conditions. Opinions have turned almost on its head and nowadays it is also recommended for the elderly to exercise gymnastics. Exercise is an essential part of maintaining muscle tone. Other promising ways may be hormone replacement therapy and nutrition recommendations. (Heikkinen et al. 2013, p. 148) After about 60 years of age, the height also decreases at an accelerating pace. People start losing their height from about 40 years of age. This is due to the changes in posture, especially the increase in kyphosis, the compression of the rectangular plates, vertebrae bone loss and the loosening of ligaments supporting vertebrae. The weight does not necessarily rise, but the amount of muscle tissue and other fat-free components is reduced. After 70 years of age, weight usually turns down. The increase in body weight and fat in people who move less has a significant mechanical load on bone and it affects hormone metabolism. Bone volume and structural changes will begin to appear more clearly after 50 years of age. (Heikkinen et al. 2013, p. 485-486) use email. This was shown in the research carried out by KÄKÄTE, as well as LähiVerkko. When examining the entire content of this research, it turned out that 24% of people aged 75-89 use the internet to search for information, 22% to do bank transactions and 21% to use e-mail. (Nordlund et al. 2014, p. 5) Technology can improve the quality of life by introducing and offering different and new ways to communicate. On the other hand, it may also impair the quality of life if it is difficult to understand how different technological solutions work. Technology that is designed for the elderly enhance life-management and the ability to be self-supporting. It should consider the needs of an aging population. Most of the elderly would feel more comfortable if they were able to communicate face-to-face rather than on the internet. (Wessman et al., 2013 , p. 42-43, Heikkinen et al. 2013 The role of information technology in everyday life is unique. Elderly people in general are not fully aware of the benefits of information technology and what good the internet could possibly bring. Quite often the elderly are not familiar with technology and they don´t feel that they would need it in everyday life. They would prefer handling things in the old familiar and functional way that they have been used to doing. However, the use of information technology is increasing among the elderly. Although the use of computers and internet has increased, the phone is still the most widely used technological object. The elderly use the computer to maintain social relationships by email, getting information about health, reading personal health data, researching information and shopping. The elderly would be much more motivated to use computer and internet if someone in the family or someone close also used a computer. Men use more technology than women, and a person's education level has an impact on using technology. Elderly with higher education level use more regularly and more often technological services than elderly with a lower level of education. Perceived state of health also affects significantly the use of technology. Most of the elderly who use the internet on a regular basis experienced their state of health very good. (Wessman et al. 2013, p. 8, 18) The impact of information technology on welfare has been studied and it has been possible to prove that the use of information technology diminishes and prevents isolation from social life and improves the quality of life of an individual. The well-being of the elderly may be affected because of proliferation of technology as the elderly can experience exclusion from society. Already from the year 1999 there is collected data about how the internet could impact welfare of the elderly, and the results are positive.
The internet can be used to fight loneliness and feeling of helplessness. However, internet may also affect negatively on well-being of an individual. Time spent with strangers on the internet takes time away from other activities and the elderly may sense a lack of social contacts. In a best possible way, internet can bring emotional success to the elderly, which is an effective way to reduce depression and enhance self-esteem. Learning brings positive emotions, independence and spiritual enrichment. Information technology equipment can also improve selfcare and management of time. (Korpela, 2018, p. 10-11) One of the negative parts of technology is safety. The elderly have increased concerns about the loss of personal data or hurting feelings for example in discussion boards, and it can lead to a reduced time spent on the computer or that they stop using the computer at all. The use of technology can add to elderly anxiety, if they don't feel to be good enough to use computer. And it can bring up negative thoughts and fear about continuous monitoring and loss of privacy. The technology was also a threat to genuine social interaction, for example, if the home health care personnel visits at home would be replaced by technology. The support has a big role in the elderly's learning process. In a safe learning environment, with the appropriate support and guidance, the elderly will learn how to use technical equipment safely which will reduce stress and fear as well as to reduce the negative effects. (Korpela, 2018, p. 12-14) 
Ethics and technology
Today, definition of ethics and values is closely related to technology. Different questions and perceptions of what is to be desired, permissible or forbidden will arise, especially in the context of technological advances and scientific breakthroughs. For example, in the social and health care sector, technology can help to improve the life management and health care of healthcare users, streamline the work of professionals, and facilitate the organization's operations and access to information. Technology covers broadly all the technical solutions, design, development, use and evaluation of information related to health, management and related information, as well as information management issues and the ethical basis of information management professionals. (Pirhonen, 2016, p. 162) Often, technology for older people is considering what kind of technology is appropriate, good and functional for the elderly. The use of technology is always driven by human values and the choice of technology. Elderly people have their own world of value in using technology and very often the choice is made by close ones, a trustee or a social and health professional, such as a nurse. Then their values will also be the basis of their choices. This raises the question of whether it is ethically correct if it is chosen on behalf of another person and whether it is good for the user of the technology. Unfortunately, however, often the economic advantage wins over the desire of the elderly and the possibility of using the technology is easily forgotten. However, in order to learn how to use technology correctly, the elderly have the right to guidance and counseling. The choice of technological solutions should always consider individuality and the ability of the customer to act. (Äijö & Tikkanen, 2019, p. 173-174) Research on the use of health technology and its ethical problems is still rather scarce. The National Ethics Advisory Board on Social and Health Care ETENE has hitherto made a comprehensive statement on the ethical principles of utilization of technology. It has examined, among other things, the equitable and fair use of technology, the use of technology and suitability, the reliability of information systems and the privacy of customers, the competence of the staff and the need for uniform national recommendations. In the ethics of health technology, it is worth thinking about the different levels of ethics. (Pirhonen, 2016, p. 163) Ethical questions focus on two different levels, descriptive and guiding levels. The descriptive levels tell you what is good and what is bad. The guiding level tells you how to act correctly and what behaviour is wrong. Ethical issues related to health technology include, for example; why technology is used, how it is used, how technology is evaluated, and whether the nursing professionals' techno-logical-ethical competence is enough. The use of technology involves key ethical principles in nursing, such as patient respect, self-determination and support, privacy and fairness among patients. (Pirhonen, 2016, p. 166) In most cases, the use of technology is welcomed. It is thought to be a good thing for either a patient, a professional, an organization or the whole healthcare system. It aims to make work more accurate, more re-liable, and it is thought to save and direct the human resources of a professional and maintain up-to-date follow-up. The problem may be that the introduction of technology generally requires a lot of investment and resources, needs to be trained and maintained. Ethically, it is essential that the technology is put in place in good time and that the goal of technology is known to everyone involved. Work-related impacts must also be visible. For example, it is important for nurses to have a human contact with a patient, and technology does not violate the basic values of nursing. (Pirhonen, 2016, p. 165, 167-168) The motive for technology is multifaceted. It can be related, for example, to career development, financial matters or knowledge in your work community. As an ethically good motive, it cannot be considered that technology becomes a self-interest for the organization or it's good use is not, for example, clearly visible to patients. The justifications for the introduction of technology can be good for both nursing staff and patients fairly. The problems brought by technology include, for example, the lack of technological equipment or the lack of know-how and thus limited utilization. (Pirhonen, 2016, p. 163-164) 
Possibilities of gerontechnology
Video technology was the most commonly used form of home health care technology in 2013. Video technology can be used to guide the elderly to use technological equipment or, for example, to arrange meetings between a patient, healthcare personnel and relatives. Video technology enables meetings at home. Elderly people or healthcare personnel need not move from place to another just because of meetings. Video technology can be used specially when patient is well-known and healthcare personnel knows the diagnoses. The patients and relatives experienced three main things in the center of communication technology: reducing physical and mental strain, getting help easier and better observation. (Gardemeister, 2018, p. 8) At this point, most home health care clients are examined in the hospital or with the help of devices that can be imported home. In the future it could be possible to continuously collect health data through monitoring from home health care clients. Monitoring could be used, for example, to send data about health to health professionals to be analyzed, these could be weight, blood pressure and pulse. In the future, health technology services are needed to treat patients more effectively, also focus on predicting the development of potential diseases and anticipate treatment in good time. (Gardemeister, 2018, p. 9) An example of monitoring could be users who measure health information at home with sensors on the body and information will be monitored to a mobile phone. The purpose of this would be immediate feedback to the patient, sending health data to the hospital where healthcare professionals could analyze the information and analyze the results. A smart watch is one possible tool for monitoring. It allows monitoring regardless of location and can be used to track movements and provide alarms about an abnormal result so feedback can be given. In the future, technology could invest in prevention. Health data could also be used to warn the patient and relatives of harmful events such as bad lifestyle or abnormal vital signs. (Gardemeister, 2018, p. 10) Home health care is a widely discussed topic as are smart homes. Smart homes enable the elderly to stay home independently for a longer time. Smart homes are a combination of different technologies, such as communication/video technology and monitoring. Because of smart home technology, society can be more cost-effective and the elderly can live safely at home. Smart homes solution using in home health care must be thinking. Smart homes are more likely to be connected to hospitals. In focus on future will be offer to mobile conversations and virtual visiting's in the middle of elderly and healthcare personnel, analyzing equipment that can be used for making diagnoses, improve healthcare services and to optimize the use of resources for high-risk patients and hospital based treatments for acute illness and test which cannot be done at home and helping the patients, for example, with asthma, diabetes and gemmotherapy. (Gardemeister, 2018, p. 10-11) The teknology brings with it solutions that reduce age-related constraints, as the elderly also wants to continue with important hobbies and leisure time. For example, audiobooks can be the solutions if reading itself is no longer successful or if the hearing is impaired, then wireless headphones allow you to watch TV. (Äijö & Tikkanen, 2019, p. 181) 
The future of gerontechnology
Nowadays technology is visible almost in all areas of our lives. However, technology is reflected in the everyday life of individual very differently. When examining elderly and technology is very important to understand that getting old will affect the perception of the individual, cognitive and physical performance, and learning becomes more difficult. Because of this, using computers and internet is a big challenge for the elderly. The generalization of technology in everyday life takes place on very different ways in different age groups. (Wessman et al., 2013, p. 5) Digitalization among younger generations usually occurs in a safe environment, where support is given from school and home. The youngest generation has been in touch with technology almost their whole life, they have been growing up in an era of technology. In the case of older people, it is different, they are not used to use technology or the only technological solution has been a telephone. Over time, phones have been replaced by computers and smart mobiles. The unequal position has also been increased by the fact that other age groups get support from families, school and workplaces, but usually elderly don´t have too many people around to help them. (Wessman et al., 2013, p. 5) The goal for the future is to be able to live at home as long as possible, and with the help of technology it becomes more feasible and easier. More and more technology is being brought home and new technological solutions are constantly being developed. The most important focus in technology development is user-orientation, especially for older people. The future of technology looks bright. Technology-consciousness grows in the newer generations, and the technological capability is great. They also know how to find suitable solutions that work for themselves. Elderly people also know how to use technology services. Future challenges in technology are seen in particular as a technology based on telecommunication connections, because the connections do not work everywhere and some people remain outside the connections. Then, technological solutions alone will not be enough, but would require elderly people to live in town centres. (Äijö & Tikkanen, 2019, p. 183) Smart homes could bring health care to homes, safety to elderly who are living at home alone, not able to call for help in case of emergency (such as unconsciousness, falling down or heart failure), elderly and disabled who have cognition deficiency (such as Alzheimer's, dementia) or physical disabilities (visual, sense of hearing, talk), who need help with everyday living or who live in the countryside where there are not enough health services. Smart homes could be useful specially in case of emergency. In that case the elderly would have possibility to get help even if they have weak hearing and vision, they could have automatic lights, sensors if they would fall dawn, oven control and monitoring, for example, blood pressure. (Gardemeister, 2018, p. 11-12) Development of information technology is advancing rapidly. When services are relocated at an accelerated pace online, the ability to use technology is a skill that everyone in the society should manage. This is a big requirement for the society, and there is not much time to adapt. More and more information will be in electronic format, and it raises a lot of different feelings among the elderly, many of them are experiencing pressure in the world of technology and computers. (Wessman et al. 2013, p. 45) It is good to remember that technology is not just a control system for the elderly, which is a way of preventing human freedom, but vice versa. With the help of technology, a person can live in his own home more safely, move as he wants, and know that he is still safe. Technology can also help the elderly to continue their hobbies. Technology can create a better, fully lived life in all situations. (Äijö & Tikkanen, 2019, p. 183) 
SOCIAL-AND HEALTHCARE SERVICES IN FINLAND AND BRAZIL

Finnish healthcare system
Law of social welfare was verified in Finland shortly before the country's independence, the 8. November in 1917. At that time, it consisted of labor issues, social security and caring for the poor. The labor issues were part of the workers' protection, work-related disputes, as well as labor and unemployment. At first, the Ministry of social action was focused on the fight against poverty. Old-age, sickness and disability insurance, the Organization was for a long time very difficult. Workers' compensation insurance was for a long time the only form of social insurance in Finland. In 1937 the people's Pensions Act came into force. It offered to insure persons in old age and disability pensions for the future. After that elderly care became more important and it was more known in Finland. (Kajanoja, 2016 , p. 6-8, Sosiaali-ja terveysministeriö, 2018 In the 1950's and 1960's, social welfare was developed actively. During that time, health care was reformed, and the hospital network was improved. An important step was the law of health insurance, which entered into force in 1964. It began to be paid in compensation for the loss of earnings as well as the maternity allowance, medical costs and doctors ' fees. In 1968 the name became the Ministry of Social Affairs and health. In the 1980's economy increased further, and it made it possible for the development of various social security benefits. At that time, was reformed the social insurance system, law of the Health Insurance, the unemployment insurance tax, social benefits, municipal social and health care and state of the entry system. At the beginning of the 1990's economic growth stopped. Thanks to the citizens' social security, a decent in-come could be safeguarded. The growth of the economy turned again in the mid-1990's. Finland joined the European Union at the beginning of the year 1995. (Kajanoja, 2016 , p. 6-8, Sosiaali-ja terveysministeriö, 2018 Nowadays the Social and healthcare system is based on municipal social and health care. Besides the public sector, services are also produced by private companies. In Finland we have a large network of social and health organizations which produce paid and free services. In Finland, the Ministry of Social Affairs and health is preparing legislation and controls access to it. It leads and directs the social security as well as develop social and health care services and policy. The Ministry defines the guide-lines of the social and healthcare policy, preparing a major reform, as well as guides their coordination and implementation. The Ministry's role is also to respond to connections in the political decision-making process. Now, the municipalities are responsible for social and health care in Finland and elderly health care. They can produce the services alone or connect with other municipalities. Municipality can also buy social and health services from other municipalities, private service providers or organizations. In the future, the main objective of social and health policy strategy is a socially sustainable Finland in 2020. The aim is that people will be treated on an equal basis, the necessary security and services are provided, as well as promoting the health and self-management of each individual. The welfare society needs a sustainable foundation both socially and economically and needs to be developed continuously. The global economic crisis has contributed to the increasing pressure on public finances. The world's economic structural change, the ageing of the population and a more open environment will bring challenges to the financing of social security, as well as keeping up the high standard of social protection. Finland is currently undergoing a regional reform. Because of the re-form, changes will also be made to the services of elderly. The theme of digital and home care reform is digitalization and the new options that come with it, such as electronic services, knowledge management and in-creasing the participation of the population. Customer and service guidance for services for the elderly is introduced. The aims are to guide the elderly to the services and support that are needed together. The objective and the purpose are to support the elderly in housing. Primarily, new types of homebased services are being developed in addition to home care. Home care is at the center of change, aiming at getting older people to survive at home if possible. (Sosiaali-ja terveysministeriö, 2016, p. 17-18) 
Brazilian healthcare system
In Brazil, the public health system, Sistema Unico de Saude (SUS), offers its citizens free health care. Public health care was introduced in the Constitution in 2003 and financed from federal, state and municipal budgets. The health care system consists of different levels, such as health promotion, prevention of infectious diseases, treatment of diseases and rehabilitation. Poorer population to use public sector services the most, because they cannot afford private health care. (Renata Grou Volpe, Pinho Stival & Gomes de Oliveira Karnikowski, 2014, p. 2) Brazil covers 47% of South America. Brazil is a republic. Brazil is the world's fifth most populous country and the estimated population was 209,3 million in 2017. Brazilian political system is a combination of several political parties and three levels of autonomous government and federal government, 26 states, a federal district and 5563 municipalities. Brazil's legislation is governed by an independent judiciary, executive branch led by the president and a bicameral legislature. From the year 1500 onwards, Brazil was a colony of Portugal. Brazil was declared an independent empire in 1822 and Brazil was declared a republic after 1889. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, p. 1) Brazil has been developing since 1988 a dynamic and complex healthcare system (the Unified Health System; SUS), which consists of citizen's rights and the obligations of states. In 1970 Brazil's economic growth was the highest in the world, but it effects mostly the privileged part of the population. In Brazil the demographic structure changed in 1970-2000; the share of ageing population increased from 55.9 % to 80%. The fertility rate declined from 5.8 % in 1970 to 1.9% in 2008. By 2008 life expectancy from time of birth grew by almost 40%. In 2007, the unemployment rate was low at 8.2 %, but there were many employees in the informal sector, 43.8 %. Social security was issued to 56% of employees. There will be 68 people over 60 years old per 100 children in 2020. The share of older people in the labor market will also grow more than before. The attendance rates for children to attend school increased from 1990 and the number of illiterates has declined from 33.7% in 1970 to 10.0 % in 2008. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, p. 2) Life expectancy in Brazil from 2015 to 2016 increased from 75.5 to 75.8 years. The highest life expectancy of Brazilian states is in Santa Catarina (79.1 years). In Rio Grande do Sul, where the interviews were conducted, the life expectancy is 77.8 years. The study also showed that men have a lower life expectancy (72.9 years) than women (79.4 years). The results of this study are presented in 2016 and the results are used to determine social security. (IBGE, 2017) By 2008, Brazil's gross domestic product has doubled from the year 1991. The poverty index has declined from 68% in 1970 to 31% in 2008, when also wages have changed significantly. In Brazil, living conditions have also changed significantly. Only 33 % of households in 1970 contained inland water and 17% had access to drainage and less than half had electricity. 93% of households by 2007 contained inland water, 60% had access to the sewer and most had electricity. Consumption of consumer goods has also increased. In 2008 more than 90% of households had a refrigerator and television, 75% had a mobile phone and 32% had a computer. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, p. 2)
The abovementioned changes in living conditions have influenced Brazil's health behavior. Overweight has increased, though there are enough fruit and vegetables available. In addition, there has been physical activity has been. However, the use of tobacco seems to have diminished because of the national tobacco control program. Also, the use of alcohol is a challenge in Brazil; 17.6% of 15 or older reported on repeated drinking. The biggest causes of death in Brazil are cardiovascular diseases and cancer and external factors such as homicides and traffic accidents. The major pathogens are chronic diseases and infectious diseases, as 40-50% of the population over 40 years of age suffer from hypertension and six million Brazilians suffer from diabetes, a major challenge for healthcare. In Brazil, brown or black people tend to have lower incomes and education. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, p. 2) In Brazil, the healthcare system consists of public and private organizations, which were set up at different times in history. Public health campaigns were already in use at the beginning of the 1900's for public health work. The eighth National Health Conference adopted the rights of citizens in 1986, defined the activities of SUS and led to several strategies that lay the foundation for the future activities of SUS. During 1987-88, the national constitutional committee adopted a healthcare reform despite the strong opposition. The Brazilian healthcare system consists of complex networks between service providers and buyers, which constitute a combination of public and private sectors where funding is mainly from private funds. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, p. 8) Brazilian health care has three subsectors: a public subsector (SUS), where the supply and funding of services come from the state; the private sector in which the services are financed through both public and private funds; and a private health insurance sector that includes health plans, variable premiums and tax subsidies. In 1998, 24,5% of Brazil's population had health insurance. In Brazil, health care is financed through taxes when people pay social security contributions. SUS funding is based on tax revenue and federal, state and municipal social security contributions. Of all tax revenues in Brazil, the federal government receives 58% while state administration receives 24.7% and municipalities 17.3%. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, P. 8) SUS is attached to the development of primary health care and basic care: it receives a lot of attention. The goal of basic health care is to provide holistic healthcare and expand to more demanding care, such as specialized health care, and promote health and prevent diseases. Providing secondary care in the SUS is problematic due to the limited supply of services and the priority is usually people with private health plans. Secondary treatment is not regulated at all. Secondary healthcare has also seen the rise of sexually transmitted diseases and dental care as well as counseling centers. In 2008, 24 hours emergency clinics were opened to reduce the backlog of the hospital sector. In 2010, there were 391 emergency centers in May. SUS provided 74% of all home care emergency assistance in 2008. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, P. 13) Challenges in health care in Brazil, as elsewhere in the world, are to manage costs, improve efficiency, ensure quality and safety, enable comprehensive care coordination, and involve doctors to work together to solve problems. Mainly in Brazil, public services are primary care clinics and emergency rooms, while hospitals, outpatient clinics and various therapeutic services are covered by private care. Of diagnostic and therapeutic services, the public services cover only 6.4% in 2010. The pattern of care has changed considerably over the last ten years and the specialist health care services have increased. There are 6384 hospitals in Brazil and 69.1% of them are private. Hospital beds in the public sector are only 35.4%. In the private sector, 38.7% of the beds are financed by SUS. The municipalities are administered by forty public hospitals. (Paim, Travassos, Almeida, Bahia & Macinko, 2011, P. 15) 
HEALTH CARE DIGITALIZATION
In 2015, the Finnish government program introduced its ten-year goals about well-being and health. The aim is to ensure chances for better life and coping in different situations for the Finnish people. It is thought that every person should take responsibility for their own well-being and be able to make their own choices. At this point, social and health care will have an important focus on prevention, which also supports staffing, not just the well-being of patients. It's also important that the care chains are clear and run smoothly, and the information system also develops and works well. Customer orientation is one of the key projects of the government and associated early support, customer driven service packages, healthy and preventive workplace and digitalization of services. (Pirhonen, 2016, P. 12-13) Today digitalization is a large part of our lives. The important thing is that the artificial intelligence and technology don't replace our brain capacity, but rather supports our way to think and act. High-quality investigation as well as the results of the study are a key factor in the decision-making process, activities and increase in technology that is not intended to produce us resentment, but on the contrary. It is amazing how most of the humanity has received almost everywhere in the information explosion and a range of facilities to support their thinking. The smartphone has become the most common form of work and leisure time equipment over a ten years period. We have learned how to use, straight forward way to artificial intelligence in our daily activities, work and leisure time. The biggest part of our life and of our activities is in digital format, where all the important events of life are stored and distributed, and everyone else can see them. (Honkanen, 2017) In the future, it is very likely that most of our brain work today will somehow be replaced by intelligent machines. For our happiness, it is essential to exercise our brains even more. In the development of artificial intelligence, it is essential to proceed in a manner that respects people, so that we can be spared a great mistrust in the future. Automation is intended to adapt to human life and not vice versa. In synergy with artificial intelligence, mobile communications and has increased the individual's transparency. We are constantly in the pursuit of many actors. EU legislation protects citizens and should help to be forgotten, but it is very difficult to interpret and exercise this right. Everything that you have done can be used against you, example in social media. (Honkanen, 2017) Around the world, new knowledge and innovations have made it possible to respond to the successful prevention of disease, as well as the patients' commitment to their own care. It is a challenge to develop digital technology so that it serves the users of health care and services in the best possible way. Digitalization requires a great deal of work with different companies, so that product development and new innovations are more closely associated with hospitality. With digitalization example power of health care services, quality, inclusion and security will benefit in many ways. Digitalization has, of course, disadvantages and on the reverse side. The increase of technology could increase costs and there is a risk of different cyber threats, software problems and errors of using the various intel and re-mote devices. (Mäkelä, Mäkijärvi, 2017) Technology is not an unknown matter for older people. Often people think that the elderly are reluctant to use technology, but they have used it a lot, for example singer sewing machines, radios and bicycles. There are innumerable innovations that have come to life in everyday life for the sake of the need. We are talking more about that the latest technology has estranged from old people, than old people technology. Most often, in current technology, the instructions are incomplete or unclear, the keys are too small and fast on the elderly's fingers and have not been invested enough in training. Old people have not been involved in design new technology. Age technology has always been present. As a science and subject, gerontechnology has emerged since the late 1980s, which was a very natural and revolutionary part of the entire information technology. Towards the end of the 1980s, rapid growth began towards new technology.
Internet was born, computers slowed down and the time for mobile phones began. Information technology has become a part of every life at a fast pace. Dreams have grown and ideas for development have been faded in every company and school. But the problem is that no one has wanted to reveal their own ideas, but the wheel has always been re-invited without knowing that someone has already solved this problem without telling it to others. (Nordlund, Stenberg, Forsberg, Nykänen, Ranta & Virkkunen, 2014, P. 6-8) Attention should be paid to the safety in an elderly person's home. Safe and unobstructed structures and solutions as well as good lighting prevent falls. Also, the furniture and the placement of belongings should be considered and the carpets should be well suited to the floor surface. Safe housing also includes door locks, handrails, handles, armchairs, movable furniture and ample space for movement. Electrotechnical solutions must also be designed in the older dwelling so that there are no wires on the floor, and the power plugs and switches are placed on the walls so that they can be used without touching or bending. (Kivelä, 2012, 16, P. 21-22) 
OBJECTIVES
This study is about digitalization services for the elderly in Finland and elderly health care system and services in Brazil. Objectives are producing information about digital services in Finland and elderly health care system and services in Brazil and Finland. The purpose of this study is to describe the elderly's opinion on technological solutions and applications in social care and healthcare. In Brazil, the study describes the elderly's possibilities to use digital services.
The main objective in this research is to identify the need for digital health services and solutions expressed by elderly citizens living in Brazil and Finland. 3. How is customer-oriented service implemented with digital solutions?
The aim is to make a comparative study of the differences of opinion among the interviewed elderly people in Finland and Brazil.
METHODOLOGY
Qualitative research
Qualitative research aims at describing real life, finding facts and exploring the subject as much as possible. In qualitative research, reality is diverse, but it cannot be arbitrarily divided into small parts. The researcher must adhere to the value points of the research, because we are trying to understand the phenomena that are being studied. (Hirsjärvi, Remes & Sajavaara, 2009, p. 161) Qualitative research includes several diverse studies and numerous meanings. In qualitative research, the material is made up of actual situations and the study uses comprehensive data acquisition. In most qualitative studies information is collected from people and the study relies on their own observations and discussions with them. In the acquisition of information, forms or tests are often used, and the target population is appropriately selected rather than by random sampling. The research plan can be adapted to circumstances while the research is progressing. (Hirsjärvi et al., 2009, p. 163-164) Our thesis is a qualitative research, where the observation material is collected by a questionnaire (the questionnaire was translated into Portuguese in Brazil). We are searching information about digital solutions effectiveness and opportunities in elderly home health care. We are making comparative research between Finland and Brazil. The target group is elderly, which are over 75 years old in Finland and over 65 years old in Brazil and they are still living at home. Questionnaires are made for a six elderly in both countries, altogether for twelve people.
We chose a qualitative approach to our research because we wanted to get older people's own opinions and feelings about the topic. Our study has two target countries where older people were interviewed, so we compared the views and responses of the elderly in the target countries. We focused on examining whether there is a difference in technology knowledge among older people, and whether there is a difference in internet and technology between women and men.
In our study, we used a theme interview. The theme interview is a form of open and formal interview. In this interview, it is typical that topics are known, but the exact form and order of the questions are missing. Theme interviewing is a good starting point for many qualitative researches, although not exclusively a qualitative method. The material obtained can be analyzed and interpreted in many ways. In this work, we conducted interviews as an individual interview. (Hirsjärvi et al., 2009, P. 208, 210) Through the theme interviews, we strive to answer the research questions.
In the first question about health technology knowledge, we wanted to lead the subject and hear about their knowledge of technology. In the next question, we wanted the participants to tell us what type of technological aid they know. We also used examples of these tools in this question because we wanted them to understand what kind of technology is involved.
In the third and final question, we wanted not only hear about the information used by the elderly but also their ideas and what types of health technology solutions they would feel useful in their lives and home conditions now or in the future. We felt that the last question was very important because it brought up best the older person's own opinion on technology. Through the interview, we found answers to our research questions.
We decided to take the interviewees' age as one of the limits to the research group. In Brazil we cut the age to over 65 and in Finland to over 75 years old. The ten-year gap between target countries is due to differences in life expectancy and different health situations. In Finland's life expectancy comparison table Statistics Finland, life expectancy in 2017 is 81 years, while in Brazil 76 years. (Tilastokeskus, 2018; Knoema n.d.) In 2017, the life expectancy of newborn girls in Finland was 84,2 years and for boys 78,7 years (Tilastokeskus, 2018) . In Brazil, life expectancy in 2016 for women was 79.14 years and for men 71.88 years (Countryeconomy) .
Background information of the participants in the study
Our thesis is part of a HAMK smart service research project. Research permit in Finland, intelligent services were provided by the unit and in Brazil by an ethical committee. In Brazil as well as in Finland, semi-structured interviews were presented to the elderly personally through questionnaires. In Brazil, questions were asked in Portuguese and translated into English. In Finland, the questions were presented in Finnish and the results of the study were translated into English.
The analysis of the data was started by going through the research forms. In both target countries, we used the same research questions. The interview questions have been implemented in accordance with research problems, considering the ability of the participants in both target countries to respond as naturally as possible to the questions.
In the autumn of 2018, we started to write a framework of theory on the subject. During the student exchange (Autumn 2018), we got more familiar with Brazilian social and health care and services for the elderly. During the student exchange, we made interview questions that corresponded to our research problems. Research problems were formed as the study progressed. The interview questions were sent to an evaluation team and an ethics committee. In the research team, modifications were made to the interview questions in order to be realistic about the knowledge of digital services provided by Brazilian older people. After the research team's analysis, there were three interview questions. Before the interview, the interviewees were given a cover letter explaining the purpose of the study and asked for written consent for the interview.
In Finland, the interviews were conducted on two different days and the interviews lasted about one hour per interviewee on both days. In Brazil, interviews were conducted in two different locations, but there is no information on the duration of the interviews because the interviews were made by members of the University's research team.
The questionnaire was used for the implementation of the thesis (appendix 1), based on the material used in the research. The questions were drawn up based on research problems and in Brazil, research questions were designed in collaboration with a team of researchers from the University of Feevale, Brazil. Research questions have been approved by the Feevale University's Ethics Committee. In our thesis there are two guiding teachers, one from the University of Feevale in Brazil and the other one from Häme University of Applied Sciences. In Brazil, the interviews were conducted by a team of researchers.
RESEARCH RESULTS
Background information for interviews
The participants are from Brazil, Novo Hamburgo and Lahti, Finland. Interviews were conducted in both Brazil and Finland for six people. There were four women and two men in Brazil. The youngest interviewees in Brazil were 67 years old and the oldest 76 years old. In Finland, two of the interviewees were also men and four women. The youngest interviewees in Finland were 75 years old and the oldest 83 years old. In Fin-land, the language was Finnish and in Brazil Portuguese. The interviews were carried out in Brazil in a senior activity center and in Finland in the interviewee's own home.
In both target countries, interviews were based on people's volunteering, so they signed the interview consent forms. In Brazil, interviewees were selected by a university research team and interviewed by older adults in Portuguese who returned their replies by email in English. In Finland, the target population was selected from the local congregation in Lahti, where a related person made a preliminary survey of the volunteers to be interviewed and gave their contact details with their permission. In the Finnish interviews, both authors of the thesis were present. In Brazil, all the individuals were involved in recreational activities. In Finland, two of the interviewees were couples and two widows. Half of the interviewees in Finland said they had heard about health technology. However, two interviewees, who replied that they had not heard, were able to list a few health care technological aids. In Finland, 2 men (out of 2) reported having heard about health technology and one woman (out of 4) one said she had heard about health technology. One male respondent wondered what health technology was and answered as follows:
"It also includes science, not just technology, and also the professionals' understanding." (6) All but one of the respondents knew how to name a health care technical aid. Four out of six respondents mentioned a telephone. Mobile phone applications seemed unknown. One of the respondents had familiarized himself with remote treatment in a friend's home, i.e. a tablet with which he could contact a nurse, for example. He replied as follows: "I've seen a tablet application at a friend's house, which has the connection to e.g. nurses. "(2)
One of the participants also mentioned that a doctor can now be contacted. Three female respondents knew the drug dispenser, which reminds one to take drugs on time. One female respondent was able to tell about an application where you can choose the person to whom the application is calling in case of problems. One respondent felt that he needed guidance, for example, on the use of the tablet. However, the respondent said he had been on a computer course once and had a smartphone and tablet in use. One female respondent was able to tell about her own app. One male respondent said he didn't know about mobile phone applications. He said he had a caterpillar cellphone in use and felt that it wasn't that modern. The respondent felt that the touch screen was beyond his understanding. He also felt that the necessary phone numbers should be saved on the phone. The respondent considered the hearing aid as an important technological aid because he used to sing.
When asked about a useful health technology solution at home, everyone except one participant came up with a type of solution that would benefit them. None of the respondents felt that they needed any technological aid, but they wondered what might be needed in the future. One of the participants had a rather negative attitude towards technology. She was a woman with visual disability living alone. The woman replied as follows:
"All of them cost and when there is a small pension, there is no way to think of the solution I would like. Life is mechanized. Humanity? It's even scary if you don't get human contact, only robots." (1)
One male participant also felt that he would prefer to talk directly to a person, rather than through any application, but was able to name several technological aids for him and was particularly interested in acquiring a smart watch capable of monitoring sleep and heartbeat.
Two of the participants would find the safety telephone useful and the other two participants said that healthcare was remotely useful. They said:
"How to get into contact with someone? (ask a person)." (3) "That would get a direct link to the nurse with a video link." (4)
One male participant felt that the computer was also a tool in some way and that the computer turned the writing into sound. However, the same participant felt that he was getting the best protection and help from going to the emergency room or hospital for help. He replied:
"As long as you can drive a car, it's easy. There is no substitute for understanding. If understanding is preserved, you know what you need." (6)
Another male participant experienced the following about technology:
"Maybe the results of the tests could be sent through the application to healthcare." (2)
One female participant wondered if a stove that would turn itself off would be useful in the future. The same participant would find a cleaning robot useful. Otherwise, she hoped she could find useful technological help in the future. She also felt that it would be good to find out about the different possibilities and to be open to them. One of the female participants had experience of mobility aids, such as the use of an electric bike. She also felt the need to have a phone and the necessary contact information. She felt that text magnifying devices would be useful in the future. One male respondent also felt the need for mobility aids in the future, especially indoors. One respondent mentioned that people living in Lapland and his grandchildren also get help with technology. There is a computer, a landline telephone, and a cellphone for that participant couple.
Interview results in Brazil
Four out of six participants said they had heard about healthcare technology. One woman and one man reported that they had not heard of health technology. One woman told that she knew image exams and video surgery.
Only one of the participants said he knew basic mobile phone applications. No other participants knew any mobile phone applications. However, one of the participants said that she knew several monitoring applications. One female participant said:
"I don't know any cell phone applications, but I'm in a group of a preventive medicine (Cooperativa Unimed), that pays home visits at 3-month intervals. The nurse takes notes and analyses the laboratory tests and checks the arterial pressure and body weight." (7)
All participants felt that a technological solution would be useful to them in the future. They replied as follows:
"Control of falls, fainting spells and medicine schedules" (7) "Yes, telephone service and monitoring and the distress call." (8) "Computer linked information with x-ray, image-guided surgery that already exists." (9) "Webcam, doctor's communication with patients at home. Computer and x-ray, other examinations and tests, even electrocardiogram." (10) "Some device with an image and audio that we could operate with in moments of emergency, and to ask for help." (11) "An emergency contact channel for the cell phone." (12)
In Brazil, several respondents said they had heard about healthcare technology. Some of the older people have a smartphone and they know basic mobile applications but do not combine them with much health care. Some elderly people attend free courses related to the use of phones and computers. Everyday security and communication with health care staff felt important.
Analysis of results
Analysis of Finland
Analysis of Brazil
Comparison of research results
Compared to Finland, one participant in Brazil said that he had heard about health technology. In Finland, both men replied that they had heard about health care technology, but in Brazil, only one of two male participants knew health care technology. In Finland, the two youngest participants and the oldest participant said they had heard about health technology. Also, in Brazil, the two youngest and the two oldest participants said they had heard about health technology.
From the two target countries, only one participant knew and could name a phone application. Of the Finnish interviewees, five people could mention some technological aids, while in Brazil only one could name a technological aid. In Finland, four participants mentioned knowing it remotely and three respondents in Brazil. One from the two target countries mentioned a video link between a doctor and a patient. In Finland, the interviewee knew about such a connection and thought it useful to have. In both countries, one of the participants found it useful to have contact in-formation and emergency numbers on the phone. One Finnish interviewee considered the phone as a very important device.
Four participants in Brazil and three in Finland described the necessary technological devices as useful technological aid to help them in the future. In Finland, all the participants mentioned safety bracelet and in Brazil only one mentioned emergency call through the telephone and two others mentioned the video in remote emergency situations, one did not specify the form of contact. In the interviews conducted in Brazil, the results showed no negativity for technology, but in Finland two respondents were either somewhat or very negative about technology.
In both target countries, two of the participants were men and four were women. In Finland, both men replied that they had heard about healthcare technology. In Brazil, one of the men replied that he had not heard. Of the Brazilian women, three out of four reported having heard about health technology, while in Finland only one woman had heard of health technology. Based on the results of this research material, we are not able to fully determine whether there is a difference in knowledge of technology between male and female, but the Finnish interviews clearly showed women's more negative attitude towards technology than men's. In both target countries, the participants associated health technology with safety and, for example, thought about a situation where they would fall and need some kind of technological help. In both target countries, the participants also knew how to contact their caretaker. In both countries, the mobile application was an almost unknown concept.
CONCLUSIONS
Reliability and ethical questions of research
Considering ethical issues in research is very important because it concerns people. It is important for the researcher to know and act on ethical principles as it is the responsibility of every researcher. The researcher must be able to consider the ethical issues related to the research. For research to be ethically good, it must follow good scientific practice. Each study should be based on respect for human dignity and self-determination by allowing the participants to decide whether they want to participate in the research (Hirsjärvi et al. 2009, p.23, 25) .
Before the interview, the participants were given a cover letter with information of the authors of the study, the purpose of the research, the subject of the study and where the information would be used. The participants were asked for a written consent to the study.
In this study, ethics were considered by interviewing anonymously and using the gender and the age of the participants as background information.
In Brazil, researchers never saw the participants as the interviews were conducted by a team of researchers from the University of Feevale. The responses received were treated confidentially.
The fact that the interviews have been done individually in the participants' own mother tongue in a peaceful environment adds to the reliability of the research. The questions have been approved by the Ethics Committee of the University. Responses to the interview have been studied and analyzed immediately after the interviews. The aim was to maintain reliability through a clear and concise, but comprehensive questionnaire. Good oral and written guidance on the study increased reliability in the study.
Discussion
The purpose of the study was to find out the differences between the two countries regarding the technology knowledge of the elderly and the attractiveness of technology as home aids now or in the future. We decided to do a comparative study between Finland and Brazil because we were going to study at the University of Feevale and because we are at a very different level of technology development between the two countries and therefore the topic seemed very interesting. The research was carried out in Lahti, Finland and in Novo Hamburgo, Brazil. The aim of the study was to find out how older people experience health care technology, how much they know about it and what differences between them are in technology development. We chose ten years of age difference between countries because of different life expectancy estimates.
Aging is global. Developed countries are aging at a slower pace than developing countries. Aging affects society in many ways. However, human activity should not be limited by age. It is certainly in everyone's interest that older people participate in society and bring their own experience of life and competence in their careers. It should also be remembered that people grow older as individuals, each with different levels and different rates. Social groups, regions and culture are just as important to older people as young people. The better the conditions for maintaining fitness and functioning in society are created already in the middle age, the better it supports aging, and when retiring it is not empty.
The need for services for the elderly has to be planned comprehensively. In both Finland and Brazil, it is very common for the elderly to stay in their homes for as long as possible. In Finland home care is intensified, while in Brazil there is little or no home care. The responsibility of the relatives in Brazil is more significant than in Finland. In Brazil, public health care is free, but the same quality cannot be guaranteed as in the private sector. That is why most Brazilians have insurance that allows access to quality care. It is possible for elderly people or people in home care, for example, to request visits by nursing staff, but visits cost a lot.
There are both municipal and private home care available in Finland. Public sector home care fees are determined by the income of the client or the couple. In addition, payouts are affected by the availability of support and running times for medical staff. In Finland, it is very common for elderly people or people in care to take municipal care and in most cases hospital treatment takes place in municipal hospitals and nursing homes.
In the healthcare sector, technology has been gaining ground in decades. In developed countries, technological solutions have taken a place in society faster. Technological solutions are being offered to health and wellness centers as well as to home care services. There are hardly any technological solutions available in underdeveloped countries, at least for all citizens, or they are very expensive.
The results of the research highlighted that in Brazil, technology is still far from being used in health care, and technology know-how and skills were mainly used for using a smartphone. In Finland, health care technology was known to be in use, but it was quite a stranger for the elderly. In Finland, the interviewees had tablets and smart phones, but health technology was not yet necessary. As a connecting factor for both countries, remote access to health care was noted, for example, a nurse being a well-known technological aid. In Finland, almost all interviewees also mentioned the safety telephone. In both target countries, the respondents felt that the technological tools related to safety were useful for their future. Access to knowledge is another very important age-motivating issue for technological solutions, which also emerged in both target countries.
It can be concluded that the attitude towards technology is quite negative, especially in Finland. The negative attitude towards technology was mainly because it was feared to displace the right human contact at the time of trouble and was also considered expensive. There was hardly any knowledge of technology in Brazil, so we wonder that, for some reason, attitudes towards technology were not so negative. However, interviewees in both target countries saw technology as useful, for example, in monitoring their own health and as a means of communicating with health care.
In both target countries, older people feel that technology could be used to make everyday life easier, to create security and as means of communication. Even though the distance between is long, the idea about ageing and the challenges of ageing are not very different.
It would be expected that, as the younger population ages, technology will also grow. As it has been explore in the KÄKÄTE studies, the elderly in Finland are mainly accustomed to using only phones, it is to be expected that their interest and enthusiasm for technology is not the same as for younger generations who have had a strong technology (such as health technology) in their everyday and working life.
In this study, the number of people interviewed was rather small, so it would be interesting to go on studying the growth of health care technology and attitudes and opinions of older people towards technology and more people. It would be interesting to study even more the development of Brazilian technology in relation to Finland.
